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and give birth to healthy childrenl2. However a forced expiratory volume in one second expressed as percentage predicted (%FEV1) under 60% is predictive of poor outcomel. We describe a successful pregnancy in a patient with a prepregnancy FEV1 of 23%.
CASE HISTORY
Cystic fibrosis had been diagnosed neonatally by genetic screening; the patient had an affected sibling. From her mid teens she experienced recurrent chest infections necessitating frequent admissions. She had pancreatic insufficiency but was not diabetic. Despite being strongly advised of the risks of pregnancy she conceived at the age of 21 years. She declined prenatal genetic testing. Before conceiving she weighed 43 kg (body mass index 17.6) and her %FEV, was 23% (FEVI/FVC 770/1200mL) with PaO2 8.74kPa, PaCO2 5.79kPa and pH 7.42 breathing air.
She was admitted at 12 weeks' gestation with an infective respiratory exacerbation. Long and repeated courses of conventional antipseudomonal antibiotics and oral corticosteroids (10-40mg prednisolone daily) were required throughout pregnancy.
At 21 weeks' gestation she developed a spontaneous tension pneumothorax. On 28% inspired oxygen (FiO2 28%) PaO2 fell from 9.93 kPa beforehand to 4.85 kPa, and PaCO2 rose from 5.53 kPa to 8.06 kPa. An intercostal drain was inserted. The lung reinflated within three days without evidence of a significant air leak. However, she remained in respiratory failure (PaO2 6.11 kPa, PaCO2 8.33 kPa with FiO2 28%); therefore, nasal intermittent positive pressure ventilation (NIPPV) was started (BiPAP, Respironics Inc.), being used mainly at night. A low inspiratory pressure (12 cm water) was used to lessen the risk of worsening the pneumothorax. Her blood gases improved dramatically after one hour on BiPAP with entrained oxygen at 1 L/min (PaO2 8.32 kPa, PaCO2 6.27 kPa) and continued to improve over the next 2 days (to PaO2 10.97 kPa and PaCO2 6.86 kPa). However, the pneumothorax recurred despite suction of -30 cm water applied to the chest drain. NIPPV was stopped without clinical deterioration or worsening of blood gases. The pneumothorax resolved after insertion of a second drain, which was removed at 25 weeks' gestation without complication.
Another infective exacerbation occurred at 28 weeks. Although blood gases remained stable (PaO2 12.32 kPa, PaCO2 7.04 with FiO2 28%), she was very breathless and NIPPV was started again.
At 31 weeks' gestation a boy weighing 1.5 kg was delivered by elective caesarean section under epidural anaesthesia. BiPAP was used by the patient throughout, and was given before and after delivery. After a long stay on the neonatal unit the baby is now thriving. He does not have cystic fibrosis.
Post partum the mother developed severe electrolyte imbalance thought to be due to gentamicin-induced renal changes. Aminoglycosides were stopped and she improved clinically and biochemically with intravenous electrolyte replacement. She also had an episode of candidaemia necessitating temporary removal of all intravenous lines and a course of oral fluconazole.
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Correspondence to: Dr DW Empey, Medical Director, Royal Hospitals NHS Trust, 5th Floor, Alexandra House, Royal London Hospital, London El1 BB, England 2 weeks post partum her FEV, was 25% (FEVI/FVC 800/1250mL) with PaO2 9.43 kPa and PaCO2 8.58 kPa on 28% FiO2. Her weight rose from 39.5 kg immediately after delivery to 46.5 kg 9 weeks post partum. She remained in hospital for about 4 months for treatment of further infective exacerbations. As her blood gases deteriorated she required an increase to 35% FiO2 and nocturnal BiPAP. She was discharged with FEV1 18% and PaO2 9.10 kPa, PaCO2 7.49 kPa and pH 7.43 on 35% FiO2. However, she was soon readmitted with a further exacerbation and worsening respiratory failure. She died 7 months post partum. COMMENT NIPPV is an established treatment for hypercapnic respiratory failure3. It allows correction of hypoxaemia by increasing the FiO2 without an unacceptable rise in PaCO2. It has been used in cystic fibrosis4 and in a pregnant patient with primary hypoventilation5, but previous reviews do not mention its use in pregnant patients with cystic fibrosisl ,2,4. In our patient it produced clinical improvement and contributed to achievement of an acceptable length of gestation.
Pneumothorax is a potential hazard of NIPPV, but it is also a common complication of cystic fibrosis where the risk is related to the severity of the lung disease. This patient was therefore already at high risk of pneumothorax. Surgical or thoracoscopic repair should be considered early for a persistent pneumothorax6. However, as in our patient, surgery may not be feasible in the presence of severe underlying lung disease. This patient's pneumothorax finally resolved with conventional treatment; furthermore NIPPV was used later without recurrence. A rare complication of ear or sinus infections which may present as a persistent headache is osteomyelitis of the skull base. A knowledge of its clinical features and of appropriate imaging techniques allows early diagnosis and successful management of this previously fatal condition.
A 'destructive' headache

CASE HISTORY
A woman aged 46 presented a story of 2 months' persistent right-sided headaches, intermittent earache, and vomiting associated with labile control of insulin-dependent diabetes mellitus and Addison's disease; the diabetes and Addison's disease had been diagnosed 23 years before, together with hypothyroidism and vitiligo (type II polyglandular autoimmune syndrome). She had had recurrent sinusitis for 2 years requiring multiple washouts and mucosal debridement of maxillary and right ethmoid sinuses.
On day 2, after a hypoglycaemic seizure and consequent cardiorespiratory arrest, she had a left hemiparesis, a right lateral rectus palsy and right Horner's syndrome. Skull base disease was suspected. Magnetic resonance imaging (MRI) revealed right-sided soft tissue swelling at the skull base, 
